2026 CLIENT PROFILE

Mail to: Mid-Michigan Insurance Advisors 475 N. State St Ste A Caro MI 48723 Phone: 989-672-8880 Fax: 989-672-8881

First Name: Middle Initial: Last Name:
Address: City: ST Zip: County:
Home: Cell: Email:

SECTION A: Please place an “X” next to all statements that apply to you.
| take ALBUTEROL SULFATE or INSULIN. Complete the reverse side of this form. [

Due to limited appointment times, we are offering numerous ways to ensure that you receive the best
coverage options for next year. Please select your preferred method of correspondence regarding your plan
recommendation:

| plan to make an in office appointment [

I plan to make a telephone appointment [

Please_ email me your recommendation once my profile has been reviewed ** recommended method ]
Please_mail me your recommendation once my profile has been reviewed [_]

If you would like to verify that you are not over paying for your Medicare Supplement or Medicare Advantage
plan, please indicate the plan that you currently have and your current premium amount.
Company Premium per month:

SECTION B: Please provide the following information
FROM THE LABELS ON YOUR PRESCRIPTION DRUG CONTAINERS.

F

EXAMPLE: Metoprolol Succinate ER X 50 MG 1/DAY 30 30 DAYS
EXAMPLE: Synthroid X 112 MCG 1/DAY 90 60 DAYS
| am willing to use Mail Order to save money YES / NO | | prefer to use Mail Order YES / NO
Pharmacies | prefer to use

Pharmacy | am NOT willing to use

*NOTE: Please list and provide accurate information for your current prescription drugs only and be sure to denote CR, ER, HCL, HCTZ, SR or XL
after the full name of the drug when applicable. Please DO NOT INCLUDE any over-the-counter medications, non-prescription vitamins, drugs you receive
at the hospital or free-of-charge from your doctor, or any prescription drugs you will not be purchasing through your prescription drug plan.

Client’s Signature: Date: / 120




SECTION C:

Provide us with specific information for each type of INSULIN that you take.

Insulin Brands: Apidra, Humalog, Humulin, Lantus, Levemir, Novolin, Novolog

1. luse insulin PENS

Pen #1:

Name of insulin pen: Pen size: mi
Mix/concentration: Number of pens in a package: Pens per month:
Pen #2:

Name of insulin pen: Pen size: mi
Mix/concentration: Number of pens in a package: Pens per month:

SECTION D:
Provide us with specific information for each type of ALBUTEROL SULFATE

that you take.

1. luse an HFA INHALER.

Inhaler #1. Brand Name of HFA Inhaler: Inhaler size: gm.
Inhaler is used: [ ]1daily [ ] monthly [ ] as needed. Total inhalers per year:

Spiriva: Number of aerosols per box: Refill quantity: boxes every days
Inhaler #1: Brand Name of HFA Inhaler: Inhaler size: gm.
Inhaler is used: [ ] daily [ ] monthly [ ] as needed. Total inhalers per year:

Spiriva: Number of aerosols per box: Refill quantity: boxes every days
2. luse a NEBULIZER VIAL.

Name: Vial size: ml  Mix/concentration:

Number of vials in a package: Number of vials used per month

If you have any friends or family that are unhappy with their coverage or feel that they may be
overpaying, please provide their contact information below and | will personally reach out to them, to see
if | can help in any way. Thank you.

Name Telephone number




